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Hospital Construction and Health 
In the Southern States 


By Jane P. Simpson 


HEN Congress passed the Federal 

Hospital Survey and Construction 
Act — popularly known as the Hill-Burton 
Act — in 1946, it launched a huge program 
of hospital planning and building that 
should go far toward providing the medi- 
cal care needed in the South today. The 
Act authorizes for a period of five years 
annual grants-in-aid to the States totalling 
$75,000,000 for the planning and construc- 
tion of non-profit hospitals and public 
health centers. The States or their local 
communities must match the federal 
grants on a two-to-one basis. 

This federal aid will help every State, 
but the Southern States stand to benefit 
most. For the funds are to be allotted on 
the basis of population, per capita income, 
and need. Thirteen Southern States! will 
1 Alabama, Arkansas, Florida, Georgia, Ken- 


tu , Louisiana, Mississippi, North Carolina, 
aa x South 


Carolina, Tennessee, Texas, 
and Virginia. 





NEW SOUTH, in its October, 1947, 
issue, presented a summary of North 
Carolina’s progress under the Hill- 
Burton Act. This article discusses 
the Hospital and Medical Care Pro- 
grams in the remaining Southern 
States. Texas, for which no informa- 
tion was available, is not included. 
Copies of the Hospital Survey and 
Construction Act, Public Law 725 of 
the 79th Congress, may be obtained 
at five cents per copy from the 
Superintendent of Documents, Gov- 
ernment Printing Office, Washing- 
ton, D. C. 





receive $33,215,250 (or 44%) of the total 
annual federal grant. 

To qualify for federal aid, each State, 
in addition to matching the funds, is re- 
quired to appoint a single state agency to 
plan and administer the hospital program. 
This agency must make a thorough survey 
of existing facilities and needs, draw up a 
complete plan for the distribution of hos- 
pitals and health centers, and submit its 
plan to the Surgeon General for approval. 
The survey is really the key to the entire 
program, for it is the basis upon which 
federal funds are allotted and upon which 
the state hospital program is planned. 


Development of State Programs 


With the assurance of federal funds, 
ranging for the five-year period from 
about $7,500,000 to $24,000,000 per State, 
hospital programs in the Southern States 
have rapidly taken shape. 

Many Southern States have realized the 
importance of an informed public and 
have made real efforts to publicize their 
needs and plans in order to stimulate local 
action. Alabama, Arkansas, Florida, South 
Carolina, and Virginia have been busy 
making their hospital plans known 
throughout the State. Mississippi has been 
outstanding in this respect; there, even 
before the possibility of federal aid existed, 
the people themselves started and sup- 
ported a far-reaching program. 


Hospital Needs 


The surveys of hospital facilities and 
needs undertaken by the Southern States 
reveal the expected bleak picture. No 








State for which we have information has 
more than half the total hospital beds 
it needs. Deficiencies in the rural areas 
are acute. Many counties have no hos- 
pital beds at all. The greatest number of 
existing beds in every State is found 
in the larger towns and cities. 

When the figures are broken down into 
different hospital categories, they show 
that the South needs at least twice the 
number of beds it already has in general, 
nervous and mental, and tuberculosis hos- 
pitals. The need, of course, varies greatly 
from State to State. But the most acute 
deficiency which the surveys found is in 
hospital beds for chronic illness. Nine 
States? have a total of only 1,877 chronic 
disease beds; they need 36,489. Five 
States— Alabama, Arkansas, Kentucky, 
Louisiana, and Oklahoma — actually have 
none. 

In the South, which is predominantly 
rural, perhaps the greatest immediate need 
is for rural public health centers con- 
veniently located, adequately staffed, and 
well equipped for both preventive medi- 
cine and routine medical treatment. Under 
the Hill-Burton Act, public health centers 
and small community hospitals will meet 
this need, referring patients who need 
more specialized care to the larger hos- 
pital centers. Today few rural facilities 
exist in the South. The eight States3 
which supplied us with complete figures 
on public health centers have a total of 
only 86 adequate centers; they need a 
minimum total of 453. 


Facilities for Negroes 

Bad as conditions are for the South in 
general, they are still worse for the Negro 
fourth of the population. There are no 
complete figures giving the number of 
hospital beds available to Negroes in the 
South, since the state surveys give almost 
no breakdown by race. But what figures 
we do have indicate that these facilities 
are almost non-existent for Negroes in 
rural areas and are far below minimum 
standards in the larger towns and cities. 
For example, the Arkansas Hospital Sur- 
vey revealed that 72 general hospitals 
allot only 458 beds to Negroes, who make 
up one-fourth of the state population; this 
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is a ratio of one bed per thousand. The 
same situation also exists with regard to 
tuberculosis beds — 195 beds for Negroes, 
although 1,000 are needed. 

In Mississippi, the Southern State with 
the largest Negro population, there are 
only 0.5 beds per 1,000 Negroes, as com- 
pared with 2.3 beds per 1,000 whites. 

The Hill-Burton Act specifies that any 
hospital receiving federal aid shall not 
discriminate because of race, color, or 
creed. However, the Act permits hospitals 
to provide separate facilities and services 
for Negroes, if they are approved by the 
Surgeon General as being substantially 
equal. It is interesting to note that few 
of the state hospital plans do more than 
briefly mention the federal provision 
against discrimination. In fact, the South 
Carolina plan, though mentioning compli- 
ance with the federal requirement, also 
states, “There are no special population 
groups, or areas with special problems, 
in South Carolina that require a special 
allotment of beds.” 


Two States stand out as exceptions. 
ArxKansas broke down its hospital survey 
by race, and the Arkansas Hospital Plan 
recommends an increase of hospital beds 
for Negroes from the present ratio of 1 
per 1,000 to 3 per 1,000. Another border 
State, OkLaHOMa, has taken a further step. 
The Oklahoma Hospital Plan declares not 
only that there will be no discrimination 
but also that priority will be given to gen- 
eral hospitals according to “the extent to 
which beds will be made available for 
groups of the population which by reason 
of race, creed, or color are less adequately 
served than other groups of the popula- 
tion.” 


State Plans 


By this time, all the Southern States 
have had their hospital construction plans 
approved by the Surgeon General of the 
United States. Mississrerr, on July 1, 1947, 
was the first State in the entire nation to 
have its plan approved. Although details 
of the state plans differ, they all follow 
the same basic outline of organization. 
Each State has divided its territory into 
three main hospital service areas — base, 
intermediate, and rural — determined by 
such factors as existing hospital facilities, 
population, transportation, accessibility, 
and financial resources. 
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HOSPITAL BEDS IN THE SOUTHERN STATES: 1947 


State Acceptable Beds Additional Beds Percent of Needs 
Needed Not Met 
Mies occas... BRR 11,056 ........ 7, eee 
Fa ae aalorast spuhise Cena dee Oe 9,665 ........ 15,419 ......... GLS 
5 i i a ca sis gees baa BRIE ok ona oss . 
nc ce tay ang Ware 2 eee 19,680 ........ SE fn ss a a 49.3 
ME. . Ss . ec ca eee ee 14,349 ........ 14,430 ......... 50.2 
500 253554 29) ASR 12,615 ........ 1,960 ......... 48.7 
Is .. Giclee Sxciawea- Bee are ir i. atl ails ° 
in eis. wths scrape «dies SRR RRC 
South Carolina................ S348 ........ SE oo < 6 am vee 64.1 
SS loc scactc rt ren kG Tees Se Aes 
Met, ei! wo TI See ae -. wet tay singe Pre ° 
NN. es Sees ck US. ws 8 RRR: PE alte tents eat ° 
Wren. eccad ewe .S: SIG 506 .. i... DIO ion 5 cv duis 56.1 


* Complete information unavailable. 





Regional or base areas have been des- 


. ignated in the largest cities. Here base 


hospitals will serve as medical centers for 
the entire State. The number of base hos- 
pitals varies from State to State —from 
one in Kentucky and Mississippi to three 
in South Carolina and Florida and four 
in Tennessee. In these centers, all types 
of medical services will be provided, in- 
cluding teaching, research, and the most 
specialized kind of treatment. Their serv- 
ices and personnel are to be available, 
when needed, to the smaller intermediate 
and rural hospitals. 

In intermediate areas, the States have 
planned for medium-sized hospitals 
equipped for all general diagnosis and 
treatment. They are to be qualified for 
nurses’ training, internships, and resi- 
dencies, and provided with regional lab- 
oratories. In addition, these hospitals 
usually will contain a few specialized 
beds — often called “holding” beds — for 
use either by curable cases or by cases 
which are to be sent to more specialized 
hospitals after diagnosis and preliminary 
treatment. 

The States have planned smaller com- 
munity or rural hospitals to take care of 
both routine and emergency needs of peo- 
ple living in the remaining areas of the 
State. 

Provisions for the care and treatment of 
chronic disease, tuberculosis, and nervous 
and mental illness have been made both 
in special hospitals and in special units of 
large general hospitals. 

Completing the picture, public health 
centers — planned county by county in 
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most States—provide for preventive medi- 
cine, outpatient treatment, and routine and 
emergency care. With such planning, each 
hospital and health center, regardless of 
size or location, will become an integral 
part of a statewide coordinated hospital 
system. 

Under the Hill-Burton Act, the States 
are required to set up a priority system 
insuring aid to areas in greatest need and 
least able to finance new facilities. This 
requirement has been met. Consequently, 
the areas in the South which are to be 
given first chance at federal hospital aid 
are the poorest rural communities where 
health facilities are now almost non-exist- 
ent. Many Southern States have also 
worked out a priority system for different 
types of hospitals. Most of them give 
special consideration to general hospitals 
and public health centers, which can meet 
a great number of needs quickly. 


State Projects Planned or Started 


With the planning stages of their hos- 
pital programs now behind them, most of 
the Southern States have begun work on 
actual projects. Although our informa- 
tion on this subject is incomplete, it ap- 
pears that most of the States are launch- 
ing their building programs with energy 
and dispatch. Firorma has already allotted 
most of its first year’s funds to five gen- 
eral hospitals, two children’s chronic dis- 
ease hospitals, and one psychiatric unit — 
the first in the State. It is also completing 
plans for the construction of a 400-bed 
tuberculosis sanatorium and a hospital and 
nursing school at Florida A&M College. 





A total of 11 projects approved in Geor- 
gia to date will provide 645 additional gen- 
eral beds and 50 additional chronic disease 
beds. In its distribution of funds, Gzorcia 
plans to devote one-sixth to public health 
centers. The city of Columbus, Georgia, 
has already raised the funds necessary to 
match a federal grant for its 154-bed gen- 
eral hospital, which will be the first hos- 
pital in the State to have a psychiatric 
ward for treatment of acute mental cases. 

By last October, one county in Kentucky 
had already applied for federal funds for 
a hospital, another had completed its pre- 
liminary application, and seven counties 
had authorized the voting on bond issues 
for hospital construction and were plan- 
ning immediate action if the bonds were 
voted. In addition, the State was helping 
23 other counties formulate definite plans 
for action. 

In ALABAMA seven projects have re- 
ceived approval, and ground has been 
broken for the first hospital. 

Two other States, Mississippi and OKLA- 
HOMA, have also taken action. By the end 
of 1947, 67 out of 82 Mississippi counties 
had full-time health departments, al- 
though many of them still operated in 
inadequate quarters. In addition, the state 
hospital authority had authorized the 
construction of 14 hospitals and seven 
health centers, and many other communi- 
ties in the State were laying the ground- 
work for action. In OxLAHOmMa a schedule 
for the first fiscal year has been set up for 
20 projects — 14 general hospitals, two 
community clinics, two tuberculosis hospi- 
tals, one mental hospital, and one auxil- 
iary laboratory — all projects in areas 
and categories having highest priority. By 
January, 1948, these projects were ready 
to begin construction. 

Although information was not available 
on projects actually begun in Louisiana 
and South Carolina, these States report 
that they have planned their distribution 
of funds among the different types of hos- 
pitals. SourH Caro.ina is devoting about 
two-thirds of the total funds available 
during the five-year period to the building 
of general hospitals, and Louisiana is 
allotting for the first year 70% of its 
total funds to general hospitals, 12% to 
public health centers, and 9% each to 
tuberculosis and mental hospitals. 

Despite federal hospital aid, the South- 
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ern States will have to expand their health 
programs a great deal if their citizens are 
to have really adequate medical care. The 
Hill-Burton Act provides aid only for the 
construction of hospital facilities; the 
States themselves have many problems to 
face. They must find ways to attract 
needed medical personnel. They must find 
some solution for those communities which 
have the greatest need and are least able 
to match their federal grants. And they 
must provide for the low-income groups— 
large in the South — which are unable to 
bear all or part of the cost of medical care. 

A few States have begun to experiment 
with means of meeting some of these prob- 
lems, and their experiences may suggest 
ways to others also faced with the diffi- 
culty of providing adequate health and 
hospital care on meager financial resources, 
Need for Medical Personnel 

Both Mississrep1 and Vircrnia have em- 
barked upon a sensible plan to attract 
medical personnel. Realizing that poor 
economic prospects as well as inadequate 
facilities discourage the majority of medi- 
cal graduates from practicing where they 
are most needed, both States have begun 
medical scholarship plans which will even- 
tually help increase the number and im- 
prove the distribution of physicians. Last 
year Virginia gave twenty scholarships of 
$550 each to students agreeing to practice 
in rural areas of the State for at least one 
year after graduation; soon it expects to 
increase its number of scholarships sub- 
stantially. 

Mississippi’s plan is more extensive. 
Since 1946 Mississippi has been giving 
scholarship loans up to $5,000 for four 
years of training. In return, the student 
agrees to practice at least two years in a 
Mississippi town of under 5,000 population. 
For each year of practice in an approved 
rural community, a doctor will eradicate 
one-fifth of the loan he receives from the 
State, so that in five years his loan will 
be completely repaid. So far, sixty stu- 
dents, including six women and seven 
Negroes, have received such scholarship 
loans. 

Financial Aid te Local Communities 

Since the Federal Government puts up 
only one-third of the cost of a project, 
the other two-thirds must be supplied by 
the Community or the State. Federal aid 
to the State is granted in proportion to 
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HOSFITAL BEDS IN PROPORTION TO INCOME AND RURAL 
POPULATION, 13 SOUTHERN STATES, 1940* 


Population — 
Percent Rural 
1940 


State 


Per Capita 
Income 
1940 


Minimum Standards — U. 8S. ee Service: 


Florida 





population and income, and the States are 
required to give hospital priority to areas 
of greatest needs and weakest financial 
resources. Yet these are precisely the 
areas which are unable to raise the neces- 
sary funds. 

This situation has apparently been ac- 
cepted, at least temporarily, in some of 
the States—for example, Kentucky and 
Florida, whose hospital authorities an- 
nounce that, since areas of highest priority 
are not expected to use up their first year’s 
allotments, lower priority areas may apply 
for funds. 

Three States have done more than mere- 
ly recognize the problem. ALABAMA, Mis- 
SIssipPI, and SourH Carona have appro- 
priated state funds to supplement federal 
and local funds for hospital construction 
in the neediest communities. 

Lourstana is in a different position, 
since its unique statewide system of gov- 
ernment-owned hospitals is believed ade- 
quate for charity cases. Existing charity 
beds can care for about 30% of the entire 
white population and 50% of the entire 
Negro population of the State. The Louisi- 
ana system is, in effect, a form of state aid 
to local communities. Consequently, the 
Louisiana Hospital Plan is giving private 
non-profit hospitals higher priority than 
state hospitals. 

In the rest of the Southern States, com- 
munities have been left to finance their 
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hospitals with local funds. However, the 
legislatures of ARKANSAS, KENTUCKY, and 
Vircinia are considering bills authorizing 
state aid to areas which cannot match 
available federal grants. So far as we 
know, none of the other States has adopted 
or is planning to adopt any measures in- 
volving aid to local communities. 


Medical Care for Low-Income Groups 


The people who live in the neediest aveas 
not only have the least adequate health 
services but also can least afford to pay 
for them. Voluntary health insurance 
plans, such as Blue Cross, are being en- 
couraged by a number of Southern States 
as one way of helping these people meet 
medical costs. A major weakness of vol- 
untary health insurance, however, is that 
it is too expensive for those who need it 
most. In addition, since insurance is usual- 
ly available only on a group basis, many 
individuals are unable to participate, par- 
ticularly in rural areas. Also, those who 
are covered by insurance are protected 
against only a small part of their total 
medical costs. 

In the 13 Southern States in 1943, Blue 
Cross plans had a membership of only 
4% of the estimated population. Other 
prepayment plans covered an even smaller 
fraction of the population. It is clear that 
other methods are needed to bring ade- 

(Continued on page 7) 









O surveys get results? 

An emphatic “yes” was the answer 
given recently by the Bi-Racial Follow- 
Up Committee of the Jacksonville Sur- 
vey. And the Committee had facts to back 
up its answer — some 65 concrete im- 
provements in the Negro community 
since the survey was published. 


Not quite two years ago, the Jackson- 
ville Survey Committee, made up of lead- 
ers of both races, brought out its findings 
under the title “Jacksonville Looks at Its 
Negro Community.” This report was the 
result of first-hand investigation of the 
health, housing, transportation, law en- 
forcement, recreation, and welfare serv- 
ices available to the city’s Negro popula- 
tion. The Committee secured the coopera- 
tion of all the people who could help, in- 
cluding city officials, leaders of private 
agencies, students, and just plain, everyday 
citizens. The Southern Regional Council 
supplied technical advice on how to get the 
facts, but the job itself was a purely local 
product. It was not a question of “experts” 
coming in to do a professional study; it 
was simply a Southern city taking a frank 
look at itself. 


Growing Interest 


This approach paid off from the start. 
Not only the people participating in the 
survey, but everyone it touched grew in- 
terested in the problems of the community 
and what could be done about them. Peo- 
ple and groups began to find out more 
about each other and started working out 
new patterns of cooperation. Highly sig- 
nificant was the fact that city officials tak- 
ing part developed a new understanding 





Longstanding readers of NEW 
SOUTH will recall the June, 1947, 
quarterly issue, “By the People,” 
which discussed the Jacksonville 
Survey. Here is a report on the 
progress made in Jacksonville since 
publication of the Survey findings 
21 months ago. 








A Community Survey Gets Results 


of the needs of the colored population. So, 
by the time the survey was completed and 
the facts published, public and private 
agencies, responsible white and Negro 
citizens, were ready to start a cooperative 
effort to find the remedies. 

Today the Follow-Up Committee can 
point to a number of achievements which 
grew, directly or indirectly, out of the sur- 
vey. For instance, equal dental care for 
Negro children — one of the health needs 
stressed in the survey — has become pos- 
sible through the opening of facilities at 
the City Health Department. Moreover, a 
dental trailer now visits schools to care for 
emergent cases in low-income families, 
white and Negro. Brewster Hospital for 
Negroes has reorganized a staff of forty 
members, drawn from both races, and the 
resident Negro physician is invited to at- 
tend weekly staff conferences at the Duval 
County Hospital. 


Sanitation and Safety 


In the area of sanitation and safety, the 
Committee reports that since May, 1946, 
120 blocks in Negro residential sections 
have been hard-surfaced. Badly needed 
garbage collection service on 25 streets 
was started during February, 1948. Putting 
up of a number of traffic lights and street 
lights has led to a reduction in the num- 
ber of accidents and homicides. 

Low-cost housing remains a problem in 
Jacksonville, as in most other cities. But 
new subdivisions have provided private 
housing for several hundred Negro families 
of substantial income. This is in contrast 
to many Southern cities which have pro- 
vided for no expansion of Negro housing, 
even for those families which can afford 
to pay today’s high prices. 

The survey’s recommendations for im- 
proved bus and taxi service for Negroes 
have also yielded results. Since the recom- 
mendations were made, bus service has 
increased 35%, and the two colored taxi 
companies have twice replaced their ve- 
hicles with new ones. 

The most important step in education 
has been the complete equalization of pay 
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of Negro teachers with that of whites, be- 
ginning with the fall term of 1947. The 
Salary Schedule Committee now includes 
three Negroes. Other gains include the 
addition of electric lights in most of the 
colored schools which were without them, 
and the purchase of a 12-acre tract for the 
construction of a new elementary school. 

The City Council last year appropriated 
$40,000 — recently supplemented by pri- 
vate funds—for the construction of a 
public swimming pool for Negroes in a 
central location. The Follow-Up Commit- 
tee is presently trying to secure a beach 
front and additional park facilities, both 
of which are sorely needed. 


As the “most significant and far-reach- 
ing single step” taken since the survey, 
the Committee cites the establishment of 
a strong Jacksonville Urban League. A 
member agency of the Community Chest, 
the Urban League is the coordinating body 
for all the city’s Negro organizations. Also 
noteworthy is the fact that all but two 
standing committees of the Council of 
Social Agencies have representatives of 
both races. More and more, the Negroes 
of Jacksonville are assuming their right- 
ful place as full citizens working for the 
objectives common to all who are inter- 
ested in civic improvement. 


The Follow-Up Committee itself points 
out that its job is far from completed, es- 
pecially in the fields of housing, sanitation, 
and recreation. But Jacksonville’s self- 
survey has set a pattern that other cities 
and towns may well adopt —that is, the 
practice of facing its problems honestly 
and trying to do something about them. 





Hospital Construction 
(Continued from page 5) 


quate medical care within the reach of the 
majority of Southern people. 


A few States have made a beginning on 
the problem. In Loursrana, statewide gov- 
ernment hospitals have provided general 
charity hospital care for over a century. 
At present, according to the Louisiana 
Hospital Survey, charity hospitals have 
facilities to care for all indigents, if suf- 
ficient private beds are provided for both 
whites and Negroes who are able to pay. 
Vircmvta also operates a medical care 
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program for its indigent. In the Virginia 
plan, the State supplies funds to local 
community hospitals on a matching basis. 
This type of care will probably become 
more common throughout the South, since, 
under the Hill-Burton Act, hospitals re- 
ceiving federal aid are required to provide 
a “reasonable amount of free patient 
care.” 

A much more interesting and hopeful 
development has taken place in Texas. 
Here a number of highly successful co- 
operative health centers and hospitals have 
been organized. The development of these 
hospital cooperatives is legally limited to 
towns of 2500 or less population; as a re- 
sult, the cooperatives are strictly rural, 
thus reaching the people who need them 
most. Financed, owned, and operated lo- 
cally, they have proved sound ventures 
in providing their communities with com- 
plete low-cost medical services on a wide 
basis. 


Importance of Hospital Programs 


In spite of the problems which still re- 
main, federal hospital aid will have far- 
reaching results in the South. Well- 
planned state hospital programs mean 
much more than just an increase in hos- 
pital facilities. For the first time, the 
Southern States have a complete and 
accurate picture of their needs and prob- 
lems. Intelligent planning, based on an 
accurate knowledge of conditions, can re- 
sult not only in more and better facilities, 
but also in greater efficiency, the attrac- 
tion of sorely needed medical personnel, 
better medical training, and an increase 
in the availability and quality of medical 
care for everyone. 

For the first time, too, state hospital pro- 
grams in the South will be based upon 
the same minimum standards of planning 
and medical care. As a result, the various 
States will have a common basis for a 
cooperative interchange of ideas and ex- 
perience. Such an interchange can be 
especially significant in the South, where 
the States are faced with such common 
problems as low income, low standards 
of living, and a largely agricultural 
economy. Possessing both common re- 
sources and common problems, the South- 
ern States have been given a strong foun- 
dation upon which to build better health 
and medical care. 
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Notes and Comments 


Mrs. M. E. Tilly, field secretary of SRC 
and a member of the President’s Commit- 
tee on Civil Rights, was the main speaker 
at the annual meeting of the North Caro- 
lina Commission on Interracial Coopera- 
tion, held in Charlotte, N. C., April 25. 
Mrs. Tilly’s address on “The Church and 
Civil Rights” was followed by an open 
discussion of individual responsibility in 
securing human rights. Mr. Cyrus M. 
Johnson, chairman of the N. C. Commis- 
sion, reported on the organization’s activi- 
ties during the past year. 


The South Carolina Division of SRC had 
its annual meeting on April 30 in Colum- 
bia, S. C. Featured on the program was a 
panel discussion of “The Condition of Our 
Rights.” Among the participants were 
Miss Cassandra Maxwell, librarian of the 
Law School at State College; Miss Jose- 
phine Pinckney, author; Mr. John McCray, 
editor of the Columbia Lighthouse and In- 
former; the Rev. Mr. Robert Ayers; and 
Mr. Harold C. Fleming of the SRC staff. 
The Rev. Mr. J. O. Kempson served as 
moderator. 


Among other business, the S. C. Divi- 
sion made tentative plans for a one-day 
leadership training session on the subject 
of “Citizenship and Its Privileges.” 


“We believe that men and women of 
good will should not wait until changes 
are forced upon them from without, but 
should themselves take the initiative and 
work for justice and fair play for all ele- 
ments of our population.” This statement 
is made at the beginning of “A Program 
of Interracial Cooperation for Virginia,” 
published by the Virginia Council of 
Churches. The Virginia Council outlines a 
comprehensive program covering political 
and civil rights, military service, employ- 
ment, education, health and social services, 
and the church. “It is hoped,” states the 
conclusion, “that church groups, minis- 
terial groups, and lay groups, as well as 
young people’s groups, will use these 
proposals as special study projects toward 
making the abundant life available to all 
people.” 


At a meeting of Tennessee members of 
the Council heid in Nashville on April 14, 
a Tennessee Division of SRC was launched. 
Mr. Alfred Mynders, of Chattanooga, was 
elected chairman, and a committee was 
named to advise him in selection of tem- 
porary officers. Proposed by-laws are be- 
ing circulated to the Tennessee member- 
ship for approval. SRC now has State Di- 
visions or affiliated State Interracial Com- 
mittees in all but four Southern States, 
and it works closely with local or State 
Committees in three of these four. 


Mr. Virginius Dabney, a member of 
SRC’s Board of Directors, has been award- 
ed the 1947 Pulitzer Prize for distin- 
guished editorial writing as the liberal ed- 
itor of the Richmond Times-Dispatch. Mr. 
Dabney’s editorials were characterized as 
having “clearness of style, moral purpose, 
sound reasoning, and power to influence 
public opinion.” The Council congratu- 
lates Mr. Dabney for this well deserved 
honor. 





Contributions to the Southern Re- 
gional Council are tax-exempt. 
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